Note.-Since reporting the above, I have fortunately been able to find the apex of a tooth in the sinus above referred to; the molar tooth has therefore been spared. The bony union which has now been secured I consider has been helped by a daily application of high frequency electric current. The splints are now off and a heavy tin denture has been made and inserted. The man masticates well and will be recommended for active service again.
Note.-Since reporting the above, I have fortunately been able to find the apex of a tooth in the sinus above referred to; the molar tooth has therefore been spared. The bony union which has now been secured I consider has been helped by a daily application of high frequency electric current. The splints are now off and a heavy tin denture has been made and inserted. The man masticates well and will be recommended for active service again. (March 26, 1917.) Cases of Gunshot Injury of the Face and Jaw, with Special Reference to Treatment.
By F. N. DOUBLEDAY.
THE first of my cases is that of an Australian, Private G. He had an extensive loss of tissue of the left cheek. This was successfully dealt with by a plastic operation. After the operation a dense mass of scar tissue formed in the cheek, which prevented him from opening his mouth and greatly hindered the treatment of his jaw injuiy. In order to soften his scar and render it more pliable he has been treated for three months with Dowsing heat and, as those of you who have examiried him will have observed, the scar is now fairly supple, and he can open his mouth freely. The heat is applied for fifteen-minutes daily, a 50-candle power lamp being placed about 6 in. from the patient's face and the rays interrupted by the hand of the nurse being passed to and fro between the lamp and the patient's face. This treatment we have employed for several cases where excision of the scar was, for various reasons, undesirable, and always with most satisfactory results.
I will now give you a brief account of the other cases which you have already examined in the clinical room. The first is that of Private S., who was wounded on July 13, 1916, and The lower left incisor and a piece of shell were found between the fragments when an anaesthetic was administered. The skiagraphic report showed that there was a double fracture in the canine region extending back into the premolar region upon the left side. At first an attempt was made to retain the lower front teeth and, by applying a splint to them, to reduce the displacement of the bone. But the persistent suppuration and the failure of the teeth to tighten up made me feel that they were only hindering the treatment of the case, so that on August 18 these teeth were extracted with great reluctance and considerable fear as to the ultimate result, from total loss of any support for a splint. As the fracture was not yet united I feared that the displacement would recur, but this did not prove to be the case: a good deal of necrosis went on, and the sinuses were reopened and scraped on August 18 and again on September 5 and 17, but by the end of September it was evident that firm union was beginning to occur. As late as January 27, 1917, some small spicules of bone were exfoliating, but at the present time the patient has a firm bony union of his jaw without any other deformity than that of a rather flat floor to his mouth. The second case, that of Private L., is of a similar but more severe character, as will be seen from the diagrams (figs. 1 and 2). There wexe several fissured fractures running across the maxilla, and at least four fractures in the mandible. Almost all the teeth were standing, but were loose and moving about, both with the fragment and within their attachment to it. Here, as in the first case, I was reluctantly driven to extract all the teeth, fearing all the time that serious displacement would ensue which it would be difficult or impossible to overcome when there were no teeth from which anchorage could be secured. Fortunately, however, this fear proved to be groundless, for, as those of you who have examined the patient will have found, there is perfectly good bony union and no displacement.
In both these cases the removal of the teeth was so extensive as to render the use of a splint impossible. 3 and 4) . The patient was admitted to King George Hospital on July 21. There was then so much swelling and discharge of pus that the only treatment adopted was to provide free drainage and to relieve the patient's pain by wiring the upper and lower teeth together. By August 7 he had improved sufficiently to have a cap splint applied to the remaining teeth-the canine and two premolars upon the right side and the canine and first premolar upon the left side. The halves of the mandible showed a good deal of tendency to fall in towards the middle line; owing to the unopposed action of the external and internal pterygoid and the mylo-hyoid muscles there was a considerable tendency at first for the splint to work off. By December there was some bone along what had been the inferior margin of the mandible, but the union was not firm enough to allow any pressure to be put upon it and the two halves of the jaw were movable upon each other with firm pressure. The splints were reapplied and at the present time, six months after the injury, I believe you will allow that the patient has a good firm bridge of bone formed across the gap and that there is no apparent deformity. With the help of a denture I believe that this patient will shortly be able to masticate hard food quite well.
The points that I wish to raise in connexion with these cases are as follows: First, the value of radiant heat as a means of making scar tissue supple; it appears to me to be a simple and effective method of treatment. Secondly, in these cases, where very extensive comminuted fractures have resulted from gunshot injuries, the satisfactory results which have followed the extensive extraction of teeth. Thirdly, as to the best type of splint for use in these gunshot injuries of the jaws. Personally I believe that the cap splint is by far the most satisfactory appliance. In most cases I use a double cap splint, cemented to the upper and lower teeth with oxyphosphate of copper cement; the copper is an excellent antiseptic. To these splints stout hooks are attached and the jaws are immobilized by wiring them together with brass wire. By this means absolute immobility is secured, and if it is desired to open the mouth to clean it, or to ascertain the progress of the case, it is easily done by cutting the brass wire and then rewiring after the examination :.e-:T-1, is complete. This type of splint seems to me simple, clean, and efficient. Fourthly, what are the essentials of treatment? I believe that drainage comes first and immobilization of the jaws second. By drainage I mean opening up and scraping the sinuses from time to time, much as one would treat a septic tooth socket which refuses to granulate from the bottom. By this means we encourage the separation of small sequestra, but do not run the risk of removing larger pieces of bone which may be sufficiently nourished by the serum, or by flaps of periosteum to live and form new centres for osteogenesis. I cannot too strongly deprecate the opening and scraping of the wound and the removal of bone on an extensive scale by the surgeon. If this means of treatment had been adopted in Case IV the patient would certainly not have obtained such a good jaw as he now has. In the early stages of the case it is impossible to tell which fragments of bone will live and which will die. The apparent presence of loose bone in the skiagram means nothing; to remove it by operation is disastrous; the only safe procedure is to wait for it to separate and exfoliate and then to remove it six or eight weeks after the injury. The next essential appears to me to be to promote immobility of the jaws and so to secure absolute rest. These soldier patients are strong hearty fellows, and to tell there not to use their jaws for hard food is useless unless they are prevented from doing so by the fixity of the splint, and I believe that free drainage followed by a period of absolute rest secures the most speedy and satisfactory results.
CORRIGENDUM. -On p. 23, line 14 (Rowlett, "Mlandibular Anaesthesia"), read
